MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH '63 045536’
PEPARTMENT oF PUBL'I:Q:E:;TDT:"‘::T::O 'i_E_l::f,'jg_l_B__anury Registratian DI“I’ICT Nol_o_o.&_‘;__legmrar s No. _‘_Li-_o_gq STATE FILE NUmsER

DO NOT WRITE AMENDED L7 K
ON THIS STUB F' !L!_Eh !\JU\'I 3 2 HJD'J
1. PLACE OFFEATA L 2. USUAL RESIDENCE {Where deceased lived. 1f institution: Residence before

a. COUNTY a. STATE Missouri b. COUNTY admission)

V5§ 300
Rev. 4/59

b. Cél:’ [ ouiside corporate limits, give TOWNSHIP anly) Length of stay in 1b c. CITY . Inside Limirs

104N St. Louis own St. Louis ‘ Yos X No O

€. FULL NAME QF (If NOT in hewpital, give location) lnside Limits d. STREET : {\f cutside, give location) Reside om Form
HOSPITA 1{ ADDRESS
INstUTonHamil ton Nursing Home veX nD || 6210 Emma  Ave. Yes O Noy

ATE AMENDED

3. NAME OF DECEASED - First Middle Last ~ | a. DATE Month Day Yesr

(Type or print ALVIN B. MUELLER peam November 7, 1963

5. SEX 6. COLOR OR RACE 7. Married 8% _ Never Married [] |B. DATE OF BIRTH | 9- AGE (lasi birthday) [ IF UNDER 1 YEAR (F UNDER 94 HR
Months

. ' i D. H. in.

liale ‘Vhlte Widowed [ Divorced ] 3/20/1886 77 ays ours | Min
10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) . N
Checker Rexall Drug Co. Illinois U. S. A,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME CF HUSBAND OR WIFE

John Mueller Mary Weber Lydia E. Mueller
15. WAS DECEASED EVER IN U5 ARMED FORCES? 14 SALIAL SECLIDITY MY 17. INFORMANT Address
(Yes, no, or unknuwn)' (If yes, give war ar dates of sarv| L}'dia E. Mueller - 6210 B a Ave.

18. CAUSE OF DEATH (Enter only one cause per line far (a), {b), and {¢). INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: 8NSET 9ND DEATH

IMMEDIATE CAUSE (a) Arteriosclerosis

Know

DOCUMENT

Conditions, if any, DUE TO (b)
whith gave rise to

bor cause {s), ’ .
:1.;1?:139 Il::’und‘er- q‘ 50 / 0
lying cause last. DUE TO ()

PART II. OYHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I1I. If deceased was female was
disease condition given in PART 1 {a) there a pregnancy in last $0 days.

ne [D Yes I O Ne LD Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injuty in PART 1 or PART I of item 18.)
PERFORMED? _ %] [m| [ m]
YES O NC[I

20c. IME OF  Houl  Month, Day, Year |
INJURY am.
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20t. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK (] * farm, factory, street, office bldg., etc.)

NOT WHILE AT WORK []
3=-21-62 11-7-63 T1-6~63

and last saw hlm allve an

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

21. 1 amended the deceased from
Death occurred at 9 :45 PM m on the data stated above, and ta the best of my knowledge, from the causes stated.

W}l \ Qegrst Z title] : 7%6. Aiqaxsi% St. Louis iZE?_ATQEjZNSED

™
Ta. a N [ ‘F&die. NAMB OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) (Srate)
REMOVAL (Spe:ify] . .

Removal 11/11/63 College Hill Cemetery -|Lebonan, Illinois

24. FUNERAL DIRECTOR - ADDRESS . 25. DATE‘RECD. 8Y LOCAL REG. | 2 GISTRAR'S SIGNATU
JOHN STYGAR & SON 5541 Riverview ﬁﬁys & _ z! 4 . ﬁ z >

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

fLicensed Emhalmgr‘s Sistement on Reverse Side)




. .

3 E I ot I L e
SEAELT-RE
. R [

i

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student
! Signature of Student Embaimer

Licensed Embalmer NO.J»?OO d
P.O. Addressm r

, Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with _the above constitules grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. ’ -

If this body is not embalmed, fact should be so stated above.




